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A recertification survey was completed on
12/5/18 at The Waters of Shelbyville. Deficiencies
were cited under 42 CFR PART 483,
Requirements for Long Term Care Facilities.

F 657 | Care Plan Timing and Revision F 657
ss=D | CFR(s): 483.21(b)(2)(i)-(iii)

§483.21(b) Comprehensive Care Plans
§483.21(b)(2) A comprehensive care plan must
be-

(i) Developed within 7 days after completion of
the comprehensive assessment.

(i) Prepared by an interdisciplinary team, that
includes but is not limited to--

(A) The attending physician.

(B) A registered nurse with responsibility for the
resident.

(C) A nurse aide with responsibility for the
resident.

(D) A member of food and nutrition services staff.
(E) To the extent practicable, the participation of
the resident and the resident's representative(s).
An explanation must be included-in a resident's
medical record if the participation of the resident
and their resident representative is determined
not practicable for the development.of the
resident's care plan.

(F) Other appropriate staff or professionals in
disciplines as determined by the resident's needs
or as requested by the resident. _
o At 1) 5,404 (10/(=10 =10 B (oA 51210 o)A T 1= (0 {0]] ) 1T e s o M S
team after each assessment, including both the
comprehensive and quarterly review
assessments.

This REQUIREMENT is not met as evidenced
by: o
Based on facility policy review, review of facility

LABORATO CT OR ROVID\ER!SUF'PLIER REPRESENTATIVE'S SIGNATURE TITL (X6) DATE
) <Y oo 12 | 14

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See Instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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F 657 | Continued From page 1 F 657 | F657 care Plan Timing and Revision
documgnts, medlcal repord review and interview, CFR(s): 483.21(b)2)(-(1)
the facility failed to revise care plans for 2
Residents (#26 and #44) of 31 residents
reviewed. Corrective actions eas aff d:
The findings include: On 12/6/18 the MDS Coordinator Immediately reviewed
physiclan orders and care plans were updated for resldent’s
. - . H26 for enteral feeding and #44 for Do Not R i
Review of an undated facility policy, Care Plan S, § onc Hd Tor Do Hot Resuscitate code lh%\lq
Review, revealed "...all residents receive a review
of the Plan of Care by the Interdisciplinary Team On 12/7/18 the DON educated the Interdisclplinary Team, (DT
" - ADON, Clintcal Nurse Manager, MDS, Soclal Services, Dletary)
at least quarterly. o on the dally Clinical Meeting with emphasls on the review of
. . ) . MD Orders written In the last 24 hours and with emphasis on
Review of the facmty's undat_ed Dally Cll_nlcal the responsibility of the MDS Coordinator and Clinical Nurse
Coitrol Quallty Im'provement Meeting form Leader to ensure care plans are updated in accordance with
revealed "...care plan updates as appropriate..." changes In MO Orders.
' ) . Identification of other areas that could ke affected by the
Medical record review revealed Resident #26 was deficlent practice
admitted to the faci[ity on 6/16/06 with djagnoses All resldents could be affected by this deficlent practice. On
included Cerebral palsy' Gastrostomy (G-tube) 12/7/18 the DON/ADON and MDS Coordinator conducted an
. ' audit of MD orders for residents receiving enteral feedings and
Dysphagla, Dry Mouth, and Flatulence. resldent code status and confirmed accuracy of care plans to
ensure care plans reflected current MD orders. Care plans
Medical record review of a Physician's Order were updated as appropriate.
dated 11/21/18 revealed "...Enteral Feed every TR - S :
day and night shift Nutren 2.0 [enteral formula] @ e MR 10 ARre thel daflcient practics doss
[at] 40 ml/hr [milliters per hour] x [times] 25 hours
turn on at 0000 [12 AM] turn off at 2200 [10 PM] On 12/7/18 the DON educated the Interdisciplinary Team (IDT
(May use Isosource 1.5 [enteral formula] until - ADON, Clinical Nurse Manager, MDS, Social Services, Dletary)
! . on the dally Clinlcal Meeting with emphasls on the revlew of
Nutren 2.0 ava"able) H20 [W'ater] auto flush via MD Orders and the responsibility of the MDS Coordinator and
[by] percutaneous endoscoplc gastrostomy peg Clinleal Nurse Leader to ensure care plans are revised as
tube (g-tube)@ 30 ml/hr x 22 hours/day. Turn on appropriate to reflect changes in MD Orders.
@ 0000 Turn off @ 2200, start 11/21/2018
Sl e ‘J’) nn " s - ‘,':,_‘ .;':‘:. | 5p - - i i -
Medical record review of the Care Plan revealed
“...[resident] is NPO [nothing by mouth] and is
receiving tube feedings x 20 hours with auto H20
flush per pump. He has a 16 french g-tube with a
20 ml bulb. He is given Nutren 2.0 @ 50 ml/hr
[hour] x 22 hours turn on at 0000 turn off at 2200 f
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F 657 Continued From page 2 F 657 This corrective actions will be monitored by:
(May use Isosource 1.5 until Nutren 2.0 available) Effective 12/21/18, The DON/ADON or designee will conduct a
H20 auto flush via peg tube (G-tube) @ 30 ml/hr :’:::l’: 'e"':"t' ‘;falzyz:;z:‘e\/:iz'a" AR f"“:e Cf;’e e
g updates ar ed as appropriate. Any identifle
X 22 hour§/day. Turn on @ 0000 Turn off @ concerns will be Immediately corrected and addressed with re-
2200. He is monitored for residual and P'acemen'f educatlon of staff or disclpline as appropriate. Reviews will be
of g-tube every shift and PRN [as needed]..." conducted five times per week for twelve weeks then weekly
for eight weeks or until 100% compliance achieved.
Interview with R,egiStered Nurse #1 on 12/5/18 at The Director of Nursing or designee will forward results of ‘l‘S\ ‘q
5:52 PM at station 1 revealed the update of the audits to the Admlnistrator for review. The Administrator will
resident "Care Plans are part of the SWAT (Skln forward results to QAPI committee monthly for review to
And Weight Assessment Team) team and the identlfy any patterns and recommendations. Any Identified
i . patterns will have an action plan written, to be followed by the
dIf:zrgrntzg:ggg%znésrdagre"dIStIJenghaetre?nzgrsluetv:/n a Administrator or deslgnee weekly until resolution,
no )
confirmed the facility failed to update the Care
Plan to reflect a change.
Medical record review revealed the facility
admitted Resident #44 on 9/6/18 with diagnoses
included Heart Failure, Vascular Dementia with
Behavioral Disturbance and Encounter for
Palliative Care.
Medical record review of Resident #44's
Tennessee Physician Orders for Scope of
Treatment (POST) form dated 11/23/18 revealed
"...Do Not Attempt Resuscitation [DNR/no
cardiopulmonary resuscitation (CPR)], limited
additional interventions no artificial nutrition by
tube, no intubation..."
Review of a Physician's Order dated 11/23/18
revealed "...DNR with limited interventions. Do
e -not-intubate~No-meehanical-life-sustaining--— = - T i
' “|'measures..."”
Review of the comprehensive care plan dated
11/5/16 and revised on 10/6/18 revealed "...Full
Code/CPR, limited interventions, no artificial ~ | =« -
nutrition by tube, do not intubate..."
Facliity ID: TN0201 . If continuation sheet Page 3 of 8
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Interview with the Director of Nursing (DON) on
12/5/18 at 9:59 AM in her office revealed
physician orders were reviewed daily and care
plans were updated accordingly. Further interview
with the DON revealed the Minimum Data Set
(MDS) Coordinator was responsible for updating
the care plans. The DON reviewed the physician
order and care plan for Resident #44 and stated
"Yep it's not updated.”

Interview with the MDS Coordinator on 12/5/18 at
10:07 AM in her office confirmed physician orders
are reviewed daily and care plans were updated
according to the ordeérs. Further interview with the
MDS Coordinator confirmed Resident #44's care
plan was not updated. She stated "It should have
been updated when the orders were received."

F 693 | Tube Feeding Mgmt/Restore Eating Skills F 693
S8s=D | CFR(s): 483.25(g)(4)(5)

§483.25(g)(4)-(5) Enteral Nutrition

(Includes naso-gastric and gastrostomy tubes,
both percutaneous endoscopic gastrostomy and
percutaneous endoscopic jejunostomy, and
enteral fluids). Based on a resident's
comprehensive assessment, the facility must
ensure that a resident-

§483.25(g)(4) A resident who has been able to
eat enough alone or with assistance is not fed by
enteral methods unless the resident's clinical
-condition-demonstrates-that-enteral-feeding:was« = | e

" | clinically indicated and consented to by the
resident; and
§483.25(g)(5) Aresident who is fed by enteral

means receives the appropriate treatment and
services to restore, if possible, oral eating skills
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and to prevent complications of enteral feeding
including but not limited to aspiration pneumonia,
diarrhea, vomiting, dehydration, metabolic
abnormalities, and nasal-pharyngeal ulcers.

This REQUIREMENT is not met as evidenced
by:
Based on facility policy review, medical record
review, observation and interview, the facility
failed to administer the rate of a tube feeding as
ordered and failed to administer the tube feeding
as ordered for 1 Resident (#26) of 5 residents
receiving tube feeding.

F 693 Tube Feeding Mgmt/Restore Eating Skills
The findings include:
CFR(s): 483.25(g){4)(5)
Review of an undated facility policy, Enteral Tube Corrective actions for areas affected:
Medication Administration revealed, "...Verify
physician's orders...Right resident; Right

On 12/6/18 the charge nurse reviewed the physician’s orders
for Resident # 26 regarding the infuslon flow rate for the

H H . H . H . H H "
medlcatlon' nght dOSG, nght rou.te, nght time... enteral feeding pump and the flow rate was immedilately

A . . aﬂj—u—sted to 40 milliliters per hour in accordance with the MD
Medical record review revealed Resident #26 was order.

hs\1]

admitted to the facility on 6/16/06 with diagnoses

included Cerebral Palsy, Gastrostomy, Licensed nurses were educated by the DON and Unit Manager

on 12/7/18 regarding the transcription and implementation of

Dysphagla’ Dry MOUth’ and Flatulence. MD orders for tube feeding Infusion rates. Emphasis was
communicated regarding immediate changing of infuslon flow

Medical record review of a Physician’s Order rates as prescribed by MD and ongolng monitoring of the

dated 11/21/18 revealed "...Enteral Feed every Infuslon to ensure MD orders followed regarding infuslon flow

rates.

day and night shift Nutren 2.0 [enteral formula] @
[at] 40 ml/nr [milliters per hour] x [times] 25 hours

turn on at 0000 [12 AM] turn off at 2200 [10 PM] Identification of other residents having the
(May use Isosource 1.5 [enteral formula] until potentialto b f practice and
seforsesesatNUtron-2:0-available)-H20{water]-auto-flushevigr|-==s=rmnwnf, cotective actions taken et
E‘frgg{;rl]/i?liszeznggjf:/gg;yg?lf:; Ooséogyog’oeog_lt_ﬂ?ﬁ) All residents recelving e/nt;eral feedings per pump Infuslon are
at potentlal risk. On 12/7/18 Clinical Nurse Supervisor
off @ 2200, start 11/21/2018 22:00..." re\Zev:ed the MD orders for all residents receiving enteral

feedings to ensure current orders for tube feeding Infusion
rates match current flow rates administered. Any changes will

~ -~1-Observation (_)n 12/3/18 at 9:37 AM- a.nd 3:47 PM T be corrected Immediately with educatlon or counseling °
revealed Resident #26 was administered Nutren completed as appropriate.
2.0 tube feeding at 50 ml/hr instead of 40'mi/hr as
FORM CMS-2567(02-99) Previous Verslons Obsolete Event ID: O1CY11 Facllity ID: TN0201 If continuation sheet Page 5 of 8

2O0 Vs @D Ty 12728 12




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 12/07/2018
FORM APPROVED
OMB NO. 0938-0391

§483.45(e) Psychotropic Drugs.

§483.45(c)(3) A psychotropic drug is any drug that
affects brain activities associated with mental
processes and behavior. These drugs include,
but are not limited to, drugs in the following
categories:

(i) Anti-psychotic;

(i) Anti-depressant;

(iii) Anti-anxiety; and

T {igeypROtio=rrerr S

Based on a comprehensive assessment of a
resident, the facility must ensure that---

§483.45(e)(1) Residents who havenot used -
psychotropic drugs are not given these drugs

patterns will have actlon plan written, to be followed by the
Adminlistrator or designee weekly untlt compliance reached.
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B Measures put In place to ensure the du?igi_ent )
! practice does not reoccur:
F 693 | Continued From page 5 F 693
Effective 12/20/18, when changes are made In the (DT Skin
ordered. and Weight Meeting (SWAT), any recommendations or
. changes in resident’s care will be documented and
Observation on-12/3/18 at 12:08 PM, 3:24 PM communicated to the floor staff via a SWAT Communication
and on 12/4/18 at 7:46 AM revealed Resident #26 Form, The DON or her designee wlll provide a verbal report
. R and copy of the SWAT Communication Form to the licensed
}NaS n102t ;\el\sletlw?g tPhl\ell tube feedmg as ordered nurse. Both parties will sign off on the form upon information
rom (0] ; exchange.
Observation and interview with Licensed Practical
Nurse (LPN) #4 on 12/4/18 at 4:53 PM on the
station 1 hall revealed Resident #26 was This_corrective action will be monltored by:
recel\{lng the tube feeqlng at 50 ml/hr Further The SWAT Communicatlon Forms will be maintained in a
interview when asked if the e_nt_eral order was notebook and reviewed weekly on the day after the IDT skin \
changed?, LPN #4 stated "...if it had been and welght meeting (SWAT) and the DON/ADON/ Designee will 1) ,qu
changed they haven't Changed it in the medical then go to the resident’s rooms and charts to verify infusion
record..." Further interview confirmed the enteral rate of enteral feedIng In accordance with physiclan order. The
L DON/ADON/Designee wlll then provide a third signature to the
feedmg order had_been' Changeq to 40 ml/hr on SWAT Communicatlon Form, All findings will be presented to
11/21/18. Further interview confirmed QAPI meeting each month untll compliance s 100%.
"...sometimes he's sitting out of his room and he The Director of Nursing or des| i forward results of
! ) N e ursing or deslgnee will forward results o
would be off the tube feedmg_‘" audits to the Adminlistrator for review, The Administrator will
F 758 | Free from Unnec Psychotropic Meds/PRN Use F 758 | forward resuits to QAPI committee monthly for review to
$S=D CFR(S)Z 483_45(0)(3)(9)(1 )-(5) Identlfy any patterns and recommendatlons. Any Identified

B T
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unless the medication is necessary to treat a
specific condition as diagnosed and documented
in the clinical record:;

§483.45(e)(2) Residents who use psychotropic
drugs receive gradual dose reductions, and
behavioral interventions, unless clinically
contraindicated, in an effort to discontinue these
drugs;

§483.45(¢e)(3) Residents do not receive
psychotropic drugs pursuant to a PRN order
unless that medication is necessary to treat a
diagnosed specific condition that is documented
in the clinical record; and

§483.45(e)(4) PRN orders for psychotropic drugs
are limited to 14 days. Except as provided in
§483.45(e)(5), if the attending physician or
prescribing practitioner believes that it is
appropriate for the PRN order to be extended
beyond 14 days, he or she should document their
rationale in the resident's medical record and
indicate the duration for the PRN.order.

§483.45(e)(5) PRN orders for anti-psychotic
drugs are limited to 14 days and cannot be
renewed unless the attending physician or
prescribing practitioner evaluates the resident for
the appropriateness of that medication.

This REQUIREMENT is not met as evidenced

"“Based on medical record review and interview,

by : :
the facility failed to provide monitoring related to
performing Abnormal Involuntary Movement
Scale (AIMS) assessments in a timely manner for
1 Resident-(#4) of 27 residents receiving

Anti-Psychotic medications.

“|" DON/ADON to confirm completlon of AIMS assessments, Any

F 758 Free from Unnecessary Psychotroplc Drugs

CFR(s): 483.45(c)(3)(e}{1)-(5)

Corrective actions for areas affected:

On (12/5/18 the DON completed an AIMS Assessment for
Resldent #4,

is)ig

Identification of other residents having the goter-'et}af tobe

cted b same deficlent practic rrective actions
taken

Allresidents who are recelving psychotroplc medications have
the potentlal to be affected.

On 12/10/18 the IDT Team reviewed residents receiving
psychotropic medications to ensure AIMS assessments were
completed quarterly, AIMS Assessments were updated as
indicated.

Measures put In place to ensure the deficient practice does

not reoccur;

On 12/10/18 the licensed nurses were in-serviced by the
DON/ADON on the frequency requirements {admission,
quarterly, and annually} for completion of AIMS Assessments

Newly employed licensed nurses wlll recelve educatlon by the
DON/ADON on the frequency requirements {admisslon,
quarterly and annually) for completion of AIMS Assessments
durlng the orientatlon/ciintcal onboarding process.

The licensed nursing staff will be educated on forwarding the
completed “Clinical Assessments Check-off” form to

concerns identifled will be Immedlately addressed including
staff education and counseling,

a nalgm e
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The findings include;

Medical record review revealed Resident #4 was
admitted to the facility on 3/20/17 with diaghoses
including Unspecified Dementia with Behavioral
Disturbance.

Medical record review of a Physician's Order
dated 5/30/17 revealed "...Seroquel 25 milligrams
(mg) by mouth twice a day..."

Medical record review revealed the last AIMS
performed for Resident #4 was completed on
10/24/17.

Interview with the Director of Nursing on 12/5/18
at 3:48 PM in her office confirmed Resident #4
did not have an AIMS completed since October
2017, She stated, "I know they are to be done
quarterly by the nurses, we have a breakdown."

v e

This corrective action will be monitored by:

Effective 1/7/18 the DON/ADON will conduct a monthly

reviewed from the electronic record to ensure AIMS
Assessments are completed In accordance with the
assessment schedule. Any concerns Identified will be

as approprlate.

Committee for review monthly and re-evaluated after 6
months for completion and/or continuation,

medical records of new admissions who are prescribed

assessment schedule. Any concerns Identified will be

as appropriate,

Administrator or designee weekly until resolution,

of AIMS Assessments completed per schedule. A report wlill be

Immediately corrected with education and counseling of staff

Audits wilt be completed monthly for a period of 6 months and
results forwarded to the Adminlstrator for review and QAPI

Effective 12/12/18 the DON/ADON/designee will review the

psychotropic medications during Clinical Meetings to ensure
AIMS Assessments are completed in accordance with the

immediately corrected with educatlon and counseling of staff

The Director of Nursing or designee will forward results of
audits to the Adminlstrator for review The Administrator will
forward results to QAPI commlttee monthly for review to
Identlfy any patterns and recommendations. Any identified
patterns will have action plan written, to be followed by the
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